Extra-Uterine Pregnancy. V During the last 10 years, 104 cases^ of extrauterine gestation have been treated in this hospital, and we propose in this article to present an analysis of these cases and to give brief notes of some of the more interesting cases that were treated. The term extra-nterine pregnancy implies that the seat of pregnancy is at some point between the ovary and the uterus, whereas ectopic gestation includes the rare cases where pregnancv occurs in the rudimentary horn of a bicornate uterus.
No case of pregnancy in a rudimentarv horn has been recorded in "this series.
Tubal pregnancy was the most usual form of extra-uterine pregnancy met with, there being only 4 cases of ovarian pregnancy recorded in the series. In the tube the ovum may develop in one of three situations?in the ampulla, the isthmus, or the interstitial portion; the last is comparatively rare, only 3 cases having been recorded in the series.
From the statistics it would appear that extrauterine pregnancy is slightly more frequent on the left side than on the right side.
An analysis of the history of the previous labours in these women shows that it is relatively more common in multiparous women, or in those who have had but one or two children, and occurs more frequently in women who have had a fairly long period of sterilitv. Thus of the 104 women 29 were multipara, 25 with one child and 17 with 2 children. The period of sterility ranged from 2 years to 12 years, the average being about 3j years.
Extra-uterine pregnancy would seem to occur at all ages within the period of fertility, the youngest of our cases was 16 years and the oldest 42; of the 104 cases, 76 cases gave no history of previous abortions, whilst 14 had one abortion, 8 aborted twice, 2 thrice, 1 aborted four times, and 1 five times.
There were 4 cases of ovarian pregnancy in the series. Of late years a number of cases of this variety of ectopic gestation have been recorded and it may here be noted that no case should be diagnosed positively as one of ovarian pregnancy unless the following conditions laid down by Spiegelberg are satisfied:?(1) the tube on the affected side should be intact, (2) the fcetal sac should occupy the position of the ovary, (3) it should be connected with the uterus by the . ovarian ligament, (4) definite ovarian tissue should be found in the wall. The last condition, however, is not insisted on, as in any case of tubal pregnancy which has progressed beyond the early stages, it may be possible to find ovarian tissue in some portions of the wall. We consider that a gestation may be considered as ovarian in origin when the sac is connected with the broad ligament and uterus like a tumour of the adnexa, and the Fallopian tube and ovarian fimbria can be shown to take no part in the formation of the sac.
Ovarian pregnancy, 8 months' gestation. K., aged 30 years, married 10 years before and had two children and one abortion 3 years before. The patient was admitted for severe pain in the epigastrum, duration 6 hours. The periods were said to have been regular, the last one having come on four days prior to admission.
There was no discharge per vaginam.
On examination a fairly hard swelling was found, rising up to the umbilicus, with a slightly fluctuating feel about it. On vaginal examination, Douglas' pouch was found full and the outline of the uterus could not be distinctly made out. A provisional diagnosis of ovarian tumour was made and the patient prepared for operation.
On opening the abdomen, this proved to be a case of ovarian pregnancy of the left side that had gone on to 8 months'
gestation. The uterus and the left tube were flattened out over the front and left side of the tumour. The tumour had spread between the layers of the broad ligament and had pushed the rectum to the right side of the pelvis. The tumour was shelled out and supra-vaginal hysterectomy performed.
The foetus was taken out before the tumour was dissected cut, but the placenta was very adherent and so was removed with the sac.
Ovarian pregnancy, left side, with a ruptured tubal pregnancy on the right side. Mrs. A., 28 years, an Indian Christian lady, had been married for 16 years but had had no children and no abortions. She was admitted into the hospital with a history of pain in the right iliac region which was first felt a month before. Since then she had more or less continuous pain with fever and occasional rigors. She had missed two periods, but there was no vaginal discharge. On vaginal examination the uterus was found not enlarged and a distinct swelling was felt on the right side and connected with the right tube. The diagnosis of extra-uterine pregnancy was made. On opening the abdomen a considerable quantity of clotted blood was found in the pelvis and among the intestines, on clearing which it was found that there was a ruptured tubal gestation on the right side and an unruptured ovarian pregnancy of the left side. Both tubes and left ovary were removed and as the woman was very weak, the uterus was left behind. The patient made an uneventful recovery and was discharged four weeks later.
When the ovum is embedded in the Fallopian tube, the course of pregnancy depends upon the seat of ectopic pregnancy. Thus in the case of ampullar pregnancy the possible terminations are: (1) tubal There were 18 cases of ampullar pregnancy.
In this series in 8 cases tubal abortion occurred, in 7 tubal rupture took place [Nov., 1923. into the peritoneal cavity; in 1, rupture occurred into the layers of the broad ligament, whilst in 2 the ovum was just protruding at the fimbriated extremity prior to abortion. The abortion or rupture generally occurred before the 4th month, the earliest recorded being one of 5 weeks' duration. It may be stated that tubal abortion is the most frequent cause of a pelvic hematocele and that haemorrhage in these cases generally tends to be limited and to,collect in Douglas' pouch. In cases of rupture into the peritoneal cavity there is a possibility of the ovum continuing to grow as a secondary abdominal pregnancy. Of these there are two cases recorded in this series.
The clinical features of a case of ectopic pregnancy vary and it is comparatively rare to. meet with a case which presents all the classical symptoms.
The cases noted herein may be broadly classified under four heads:?
(1) Women who are struck down suddenly with severe pain in the abdomen and are profoundly collapsed?not at all common in this Presidency.
(2) Women who give a history of irregular periods with colicky pains and scanty hemorrhagic discharge, possibly with a low temperature and an accelerated pulse;?a common type in this Presidency.
(3) Women witl\ a chronic dull pain in the pelvis and seeking admission for constipation and painful micturition.
(4) No symptoms whatever, but having missed a period they come up for examination.
The first group of cases is not so frequent;
there were but six in the whole series. The history of the attack, the condition of the patient with the general signs on examination clinch the diagnosis. The following is a typical case:?
A young Hindu lady, aged 23, married two years previously, and who had had' no children, was seized one night at 9 p.m. with severe abdominal pain and fainted. She was unfortunately treated with some remedies and next morning a lady doctor was called in who found the patient very pale with a rapid thready pulse and in a condition of collapse. In view of the grave condition the patient was brought to the hospital at 9 a.m. On examination it was found that the patient had severe pain still in the lower part of the abdomen; dullness in the flanks, rigidity of the recti, extreme pallor, some amount of restlessness and air hunger and a typical hemorrhagic pulse. She had missed one period and on vaginal examination there was fullness in the right fornix and blood on the examining finger. On opening the abdomen a large quantity of fluid blood welled out, on clearing which the nature of the accident was apparent?an early tubal pregnancy which had ruptured. The tube was excised and the seat of rupture was noted to be in the isthmial portion close to the uterine end.
It may here be stated that tubal rupture is the commonest mode of termination in isthmial pregnancy, and the nearer to the uterine end the seat of rupture is, the more severe the haemorrhage, the shock and collapse. The mortality in these cases is very high indeed.
Our mortality was 33.3 per cent. The next group of cases are those with a history of irregular periods with colicky pains and scanty hemorrhagic discharge, probably with a low temperature and an accelerated pulse. These cases are common and a careful vaginal examination generally reveals the presence of a soft swelling to one side of the uterus or in Douglas' pouch. The mortality in our cases of this group was 8.0 per cent. An accurate elucidation of the history in these cases is of the greatest value as the following case will show :?
Mrs. K., aged 32, married 16 years ago, had six children, the last 2 years previously. The history of the case was that nearly two months after the last period, the patient, whilst attempting to lift her child, felt a sudden catch in the right side and had to lie down for a couple of hours, The pain was gradually relieved with fomentations and home remedies but she noticed a slight hjcmorrhagic discharge for the next three days. A week afterwards she again had an attack of a similar nature which repeated itself for the third time ten days before admission. For the last 10 days she had had chronic pain in the right iliac region, slight hemorrhagic discharge per vaginam, occasional rigors and general malaise. On opening the abdomen a large extra-uterine pregnancy of the right tube was found. There was considerable hemorrhage in the pelvis extending up as far as the umbilicus, but the tubal gestation had not completely ruptured. Matting of the omentum and intestines was found; the adhesions were separated and the tube was exciscd. It may here be stated that the presence of hemorrhagic vaginal discharge with the pain and the history of amenorrhoea sometimes misleads the practitioner into mistaking the case for one of intra-uterine abortion with most disastrous results. We have had several such cases admitted where the practitioner had curetter the uterus and the tubal gestation had ruptured.
Mrs. X. was admitted into this hospital from an upcountry station with a history of two months' amenorrhoea, pain, and bleeding per vaginam for which she was treated for a week without relief. Finding that the condition was not improving, the local doctor finally curetted the uterus, but practically nothing was found 011 curetting. Her condition became very much worse, the pulse went up to 144 and there were signs of collapse. She was treated for the collapse and 48 hours later she was admitted into this hospital. On examination a large mass was felt almost up to the umbilicus in which the uterine outline could not be made out, the fornices and Douglas' pouch being completely occupied by this mass. ?An abdominal section was made and it was found that this was due to a large ruptured tubal gestation.
The expulsion of a uterine decidua is not by any means a symptom on which much reliance can he placed. In most cases, perhaps, not much care is bestowed on what is passed by the uterus and only rarely does one come across a case where a typical decidual cast is to be met with. Only a few typical decidual casts have been expelled whole in our cases. When the cast is passed and has been preserved it is doubtless of much diagnostic import.
The third group of cases possibly gives rise to greater mistakes in diagnosis than either of the other varieties. We find from the records that cases of this description have been mistaken for chronic salpingitis, pyosalpinx, uterine fibroids, ovarian growths and retroverted uterus with parametritis. Doubtless if a reliable history were available the diagnosis would present less difficulty to the general practitioner, but as in most of the cases that seek admission into the hospital, a clear history is the exception rather than the rule and difficulty in diagnosis is inevitable from a mere local examination.
The following case is illustrative of the variety of cases mentioned in this group :? A. D., aged 23, married three years, had had no children and 110 abortions. Complained of pain, vomiting, constipation and difficulty in micturition. Duration 25 days. History of periods was regular but the last period still persisted (for 20 days). A vaginal examination was made and it was provisionally diagnosed as a case of uterine fibroid. On opening the abdomen, the diagnosiswas found to be wrong and the tumour was found to be an extra-uterine gestation of four months' standing which had ruptured, and a large pelvic hematocele had formed, filling Douglas' pouch and the lateral fornices.
Conditions associated with Bxtra-iitcrinc Pregnancy.
Various diseased conditions of the adnexa may be found associated with the extra-uterine pregnancy.
The following table gives a list of such conditions which were found in this series :?
Ovarian cyst was found in 10 cases. Multiple Ectopic Prcgnancy.
Two varieties of this condition may exist: there may be two or more foetuses in one tube or one in either tube. A twin pregnancy in a single tube is indeed a condition of considerable rarity.
McCalla in 1909 collected 25 cases and since then other cases have also been recorded. Twin ova in the tube have been found not only in the early but also in the later months of a tubal pregnancy. So far as we are aware there is no case recorded of a twin Secondary abdominal pregnancy. The [ Nov.. 1923. following cases, therefore, will be of considerable Was admitted into the Government Maternity Hospital with a history of 10 months' amenorrhoea and slight blood discharge for the last two months.
On examination a large tumour rising to 3 inches above the umbilicus and cystic was palpable.
The foetal heart sounds were not heard and no uterine contractions were felt. Per vaginam?cervix was small and flush with the roof of the vagina and rather hard, a dirty red discharge was present. On opening the abdomen, a sac adherent to the anterior abdominal wall presented, on incising which dark brown fluid escaped and a macerated foetus was found inside. On removal of this and its placenta, another sac presented itself which contained another foetus and placenta which was removed. As much of the sac as possible was removed and the abdomen closed. The patient made an uneventful recovery and was discharged three weeks later.
Extra-uterine gestation, triplets. A Brahmin patient, aged 31 years, had had two child-, ren, the last child 12 years before. She was admitted into the hospital for pain in the lower part of the abdomen and back and painful periods for 12 years. The periods were regular and the last period was a month previously. On vaginal examination the uterus was found retroverted, and retroflexed and a distinct pulsating swelling was noted on the right side in the region of the right tube. On abdominal section this was found to be an unruptured tubal pregnancy of the right side.
When the tube was opened triplets were found inside, two of them in one sac and the other in a separate sac. (Fig.  IV. ) There is only one other case recorded, the one described by Krusen where the three foetuses were all found in the blood mass of a hsematocele (about the secona month of development), the burst sac occupying the ampulla of the tube.
Cases of tubal pregnancy occurring simultaneously have been recorded several times but there is no authentic case to show that the pregnancies in either tube occurred at the same time and developed together. A case where there was an ovarian pregnancy on one side and a ruptured tubal gestation on the other has been recorded, but we regret that there is nothing to fix the exact period of pregnancy and to determine whether the pregnancies developed simultaneously in the ovary and the tube, or not. Repeated Tubal Pregnanev. Cases of this description are not rare and Rahirovite in 1911 collected 147 cases of this condition. We had a most interesting case of a European lady who had had tubal gestation on the left side which ruptured and was removed. Two years later she was again operated on for an ectopic gestation in the right tube and, as it was an ampullar pregnancy, the outer third of the tube only was excised. Three years later the patient was admitted for severe pain and symptoms of collapse and an abdominal section was performed.
The symptoms were found to be due to a tubal gestation in the remnant of the right tube which had been left behind. Pearson has recorded a case in which tubal pregnancy occurred twice in the same tube at an interval of four years, a normal full-term pregnancy intervening, and H. C. Coe has reported another interesting case where a four months' pregnancy was found in the ampullary end and a lithopsedion in the isthmial portion of the same tube. There has been no case recorded so far where ectopic gestation occurred thrice in the same woman as in the one herein reported, where it occurred twice in the right tube and once in the left.
The treatment of extra-uterine gestation carried out at this hospital is at once to remove the tube and clots in all cases where pregnancy has occurred in it. In those cases where there is any doubt about the diagnosis, the abdomen is opened.
We know that in some parts of the Presidency it is still the practice for the practitioner to advocate expectant treatment, keeping the patient at rest until the mass is absorbed.
We have had to deal with many cases where expectant treatment has been carried out at first and the patient has had to come here subsequently for operative treatment. We think that nowadays expectant treatment is wrong as it is exposing the patient to unnecessary risks.
We admit that there must always be some risk in sending a patient from up-country to Madras or to a centre where the operation can be carried out with some possible hope of success, but we think that the patient runs less risk in this than from the carrying out of expectant treatment. If the advantages of operation are clearly pointed out to the patient and her friends, they will not hesitate to have an operation done.
From what we know of extra-uterine gestation in England and India we are of opinion that in the majority of cases hemorrhage is not so severe as it is in Europe. We think that this can be explained by the fact that in cold climates there is a much greater congestion of blood in the pelvis and abdominal organs than in a hot climate, so that in this country, although we find in some cases the pelvis full of blood, the shock and collapse and haemorrhage is less than in Europe and the chance of rupture is much less.
We have to thank Dr. Rao and Dr. Cama, m.b., b.s. (Bombay), House Surgeons of this hospital for valuable help rendered in collecting and tabulating these cases. Traces of isolated chorionic villi seen on left side of ovum. The upper part of the specimen is composed of portions of the left tube and left broad ligament with clotted blood.
